Introduction
Mental disorders are a key contributor to the global burden of disease and disability. 1 People suffering from mental disorders experience impairments in their work, familial, and social environments. 2 An assessment of health-related functioning is critical to understanding how an individual is impaired in daily life. 3 The International Classification of Functioning, Disability, and Health (ICF) 4 reflects this approach and supplements the International Classification of Diseases. 5 The ICF consists of two parts: body functions and structures on the one hand and activity and participation on the other. Contextual factors are related to the physical, social, and attitudinal environment in which people live (environmental) as well as individual characteristics such as age, sex, social background, and lifestyle (personal). An individual's functioning and disability are influenced not only by the diagnosis of a mental disorder but also by contextual factors (see Figure 1) . Therefore, the ICF integrates the biopsychosocial approach of disability and health and provides a framework that is applicable to mental disorders. [6] [7] [8] [9] The ICD diagnosis of a mental disorder can be supplemented by using the ICF. For example, a woman is diagnosed with recurrent major depressive disorder (health problem, F33.3, according to ICD-10 criteria). 5 Her predominant symptoms include submit your manuscript | www.dovepress.com
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Brütt et al being in low mood and having sleep disturbances (body functions). It is hard for her to get up in the morning to take her children to school, and she very rarely meets friends (activities and participation). Her husband assists with household tasks (environmental factor). She accepts changing something to improve her well-being (personal factor). This description of her functioning and contextual factors provides significant information on her current needs and can be relevant for treatment planning. Recent studies have shown the ICF is a useful framework and illustrates the importance of contextual factors for mental disorders: a review concluded that psychosocial difficulties in schizophrenia are closely related to environmental (eg, treatments received) and personal (eg, sociodemographic characteristics) factors. 10 In patients with depression, perception and experience of social support, self-perception, self-efficacy, perception and experience of stigma, as well as coping strategies have been identified as relevant psychosocial difficulties. 11 Personal and environmental factors are related to quality of life in patients with severe mental illness. 12 A cross-sectional sample of patients with bipolar disorders, contextual factors including dysfunctional attitudes, and perceived social support could explain as much as 17.5% of patient functioning after controlling for sociodemographic and clinical factors. 13 In Germany, the ICF is the conceptual framework for inpatient psychosomatic rehabilitation. 14, 15 Treatment targets the restoration and maintenance of psychosocial functioning, physical health, and participation in everyday aspects of life for patients with mental disorders. The effectiveness of psychosomatic rehabilitation treatment has been well examined, 16, 17 although some patients do not benefit from inpatient treatment. Several studies have investigated predictors for treatment success. [18] [19] [20] [21] In summary, it has been found that severity of the symptoms, number of sick days prior to inpatient treatment, and low treatment motivation are associated with low treatment success. 18, 21 In addition, patients with a secure attachment style benefit from psychosomatic treatment. 21 Fliege et al 20 reported that pessimism and selfefficacy significantly predict outcomes. Other demographic variables such as younger age, low education, and application for pension also affect treatment outcome. Nevertheless, in these studies, research on predictors has been limited to routinely assessed demographic and clinical characteristics and to treatment motivation. 18, 19, 21 They have also focused on outcome expectancies or primarily disease-related variables, such as the duration of illness and the number of doctors consulted. 20 According to the biopsychosocial model and the ICF, however, environmental and personal factors should also be taken into account for predicting functioning.
The objective of this study was to broaden the range of potential risks and resources for a negative course of functioning identified in quantitative research with a qualitative and patient-centered approach. We asked patients about barriers and facilitators of the course of functioning after their psychosomatic inpatient rehabilitation treatment.
Methods Design
Because only limited knowledge about the influence of environmental and personal factors on functional outcomes exists, an exploratory approach was used. Face-to-face focus group discussions followed a structured outline. , all female) served as moderators, while patients served as experts. At the start, two moderators clarified the aims and expected benefits of this discussion. The relevance of the patients' experiences was accentuated. The discussions focused on facilitators and barriers for treatment success and were structured to identify factors before and during inpatient treatment as well as after discharge (see Table 1 ). The moderators allowed discussions between the participants and promoted them by asking deepening questions. Interviews were digitally recorded and transcribed. The focus group discussions lasted 115-135 minutes. The study was approved by the ethics committee of the Medical Association Hamburg. Patients gave written informed consent, and focus group statements were handled confidentially. Qualitative analysis was anonymized. The collected data are reported in such a way that persons could not be identified.
sampling
We invited 365 former patients by mail. The former patients were involved in a prior study and had been treated in one 
1883
A qualitative investigation of barriers and facilitators of rehabilitation success of two cooperating inpatient psychosomatic rehabilitation clinics 12-24 months prior. If the patients agreed to take part in the focus group interviews, they were contacted to arrange dates and accommodation if needed. The focus groups took place in the clinics in which the participants had been treated in previously. Travel costs could be reimbursed upon request. For all patients, data on the course of functioning during and after their inpatient treatment (pretreatment, posttreatment, and at 6 months follow-up) were available from the prior study. We received 35 replies from patients willing to take part in the study. Due to conflicting appointments, too many expenses and spontaneous cancellations, 13 patients did not participate in the focus groups. Finally, a sample of 23 patients participated in 5 focus group discussions 18-24 months after their inpatient stay. Each focus group consisted of 3-6 participants. According to our purposive sampling strategy, we predefined relevant characteristics of our sample: participants should vary in sex, age, and treatment outcome ( Table 2 ). The recruited sample consisted of 16 women; 12 participants were younger than 50 years. The reliable change index (RCI) 22 was used to classify ICF-A&P results of the patients according to their treatment course. Most patients participating in the focus groups had a favorable or unchanged course; additionally, three patients with unfavorable functioning participated ( Table 2 ). The majority of participants (n=14) had been diagnosed with an affective disorder in the course of psychosomatic rehabilitation. Three participants received a diagnosis of personality disorder, and another two participants received diagnoses of adjustment disorders. The diagnoses of the four remaining participants were eating disorder, dissociative disorder, anxiety, and somatoform disorder.
Analysis
The material was analyzed inductively according to qualitative content analysis. 23 Categories were derived inductively from the material without formulating concepts in advance. According to the process model of Mayring, 23 we first defined the aim of the analysis. The objective was to identify barriers and facilitators influencing activity and participation outcomes after inpatient psychotherapy. A researcher (ALB) read the transcripts of two focus groups and generated categories. Afterward, we (ALB, JM, HS) checked the categories and the fit between categories and objective of the analysis once again. Finally, we went through the whole material. The result of this analysis was an elaborate category system. All steps of the analysis were performed using the computer software MAXqda (VERBI GmbH, Berlin, Germany).
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Results
The following six main categories emerged from the patients' statements: social environment, the person (person's Figure 2 illustrates the categories and subcategories in detail.
social environment
The category social environment corresponds to relationships and contact with family and friends. Various aspects of social environment were particularly salient in the discussions.
Respondents appreciated the understanding of their special situation and support in all these relationships. The analysis showed that sustainable family structures were identified as an important positive factor after discharge. Respondents referred particularly to "family strains" as barriers to treatment success after discharge. Some respondents emphasized that situations in the family that put a strain on the patient, such as responsibilities at home, were difficult for them. Having a circle of friends and a solid relationship was considered as a supportive factor in a number of respondents. One respondent commented that "having no problems in my relationship was supportive".
Personal characteristics
The category personal characteristics contained subcategories that refer to the person's resources, such as self-reflection, interpersonal skills and awareness and acceptance of personal limitations. Some respondents indicated that self-reflection, including health promotion and stress management, facilitated treatment success. For example, one respondent mentioned the concept of "mindfulness". Interpersonal skills such as openness were often emphasized. A respondent reported the following: "I have to say, that I do not have any problems speaking to strangers anymore". It was reported that being "unable to perceive [own] personal limitations" exacerbates the treatment success. Accordingly, awareness of personal limitations emerged as an important factor after discharge. In addition, some respondents stated that acceptance of personal limitations was very important and hard to achieve. Additionally, the subcategory acceptance of personal limitations also includes statements concerning the acceptance of a reduced level of functioning. The category personal characteristics also contained subcategories that refer to mental illness directly: dealing with mental illness and (self)-stigmatization. The analysis showed that dealing openly with their mental illness was perceived as positive. For example, a respondent expressed the following: "I do not hesitate to say that I am mentally ill". Even aspects of self-stigmatization were mentioned, such as "I always feel guilty because I am unable to perform and work in a normal way".
Preparation for inpatient care
The category preparation for the hospital stay included the subcategories conscious decision for inpatient care, therapeutic experience, expectations as well as selection of clinic. Respondents emphasized that the ability to make a conscious decision for inpatient care was supportive for treatment success. Aspects of psychosomatic knowledge before hospital stay were described by many of the respondents as being related to a conscious decision for inpatient care. The respondents evaluated being persuaded of psychosomatic concepts at the beginning of the hospital stay as particularly helpful for facilitation of treatment success. Additionally, prior therapeutic experiences were regarded as helpful. In retrospect, the respondents concluded that certain expectations facilitated treatment success. The analysis showed that openness to the treatment as well as the desire to discover the reasons of their mental illnesses were especially important. The opportunity to choose their favored clinic was valued by consumers. The subcategory selection of clinic also refers to aspects of searching for suitable clinics. A respondent reported "I searched via the internet to find out which clinics are around and which ones I might consider".
Work
The category work comprised the following subcategories: working atmosphere, support at work, appropriateness of working conditions and professional perspective. Patients emphasized that having a "brilliant job" and "brilliant colleagues" who told them not to "stress [themselves]" and to communicate "if [they] have something on [their] mind[s]" was very supportive. Support during job reintegration was also experienced as helpful. Appropriateness of working conditions was considered as a relevant factor by a number of respondents. They indicated that the evaluation of the working conditions and whether the conditions met the personal needs of the patients was very important for them. The respondents often underlined the importance of their professional perspective after discharge. A respondent reported that "This [insecurity] is a factor which concerns my future and which leads to fluctuations of [my symptoms] at the moment". Another one mentioned "I think it helped me a lot -that my job was secure for the past two years".
health care
The category health care comprised the subcategories trust in general practitioner, outpatient psychotherapy and differences between inpatient and outpatient experiences. The analysis of the responses suggested that trust in general practitioner was 
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A qualitative investigation of barriers and facilitators of rehabilitation success . She supported me a lot before and afterwards". Various aspects of outpatient psychotherapy after discharge were particularly salient in the discussions. Respondents appreciated having a place in an outpatient treatment program. Some respondents reported that it is very challenging to obtain a place. Lack of outpatient psychotherapy after discharge was considered as a risk factor in a number of respondents. The subcategory differences between inpatient and outpatient experiences focused on the question of transfer of inpatient into outpatient treatment and vice versa. Respondents reported on successful transfers of inpatient into outpatient treatment programs as well as problems with this process. Some respondents appreciated the exchange of experiences between the inpatient and outpatient therapists.
clinical characteristics
The category clinical characteristics comprised the subcategories symptom severity and inability to work before inpatient care. Different levels of symptom severity were experienced as helpful at the beginning of the inpatient treatment: On one hand, noticing that one "suffer[s] from less mental complaints [than other patients]" was perceived as helpful by some respondents. On the other hand, it was reported that the relevant impairment, which includes exhaustion, was helpful for the effectiveness of the treatment. This is also reflected by the statement that inability to work before psychosomatic inpatient rehabilitation may be beneficial for the treatment process.
Discussion
Analyses of the group discussions with the patients show that personal characteristics and social environment are regarded as influencing the course after discharge from inpatient psychosomatic rehabilitation. These themes were complemented by aspects of employment, health care, inpatient stay preparation, and clinical characteristics.
Factors already identified through prior studies concerning predictors of treatment outcome [18] [19] [20] [21] may be supplemented by asking patients about barriers and facilitators of treatment success and psychosocial health. The collected data show the importance of social environment. The findings indicate that relationships to partners, family, and friends are relevant risks and resources in the social environment. From the patients' point of view, not only a lack of support in these relationships but also strains could constitute barriers for taking up and maintaining an active and participating lifestyle.
Further relevant findings are related to the person. These include preliminaries for psychosomatic inpatient rehabilitation, which subsumes aspects of treatment motivation, in addition to experiences with psychotherapy and expectations. In our study, the predictors self-efficacy and pessimism identified by Fliege et al 20 are supplemented by further personal factors, such as self-reflection and openness as well as awareness and acceptance of personal limitations. Our findings suggest that dealing with mental illness and (self)-stigmatization may also affect the course of activities and participation after inpatient psychosomatic rehabilitation.
Although experience with psychotherapy has so far not been evaluated as a predictor for psychosomatic rehabilitation, the data suggest that aspects of motivation such as the therapeutic experience and treatment expectations are of concern. Further research may be needed to evaluate whether therapeutic experience is an indicator for severity or whether realistic expectations, which may be manifested by experiences in therapeutic settings, positively influence treatment outcome.
Whereas previous research identified inability to work prior to inpatient treatment as a predictor of lower treatment success, 19 our results suggest that other work-related factors, such as working atmosphere, support at work, appropriateness of working conditions, and professional perspective, may also influence outcomes. Furthermore, some patients in our study evaluated the inability to work before inpatient care as very beneficial for treatment success, whereas others stated that impairments may be a risk factor. Further research is needed to clarify the role of inability to work in this context.
It seems that with regard to health care, the confidence in outpatient health care, for example, in general practitioners and psychologists, is relevant. A special problem occurs when the inpatient setting and treatment is linked to outpatient mental health care. Problems may occur when there is no exchange between therapists, but also if treatment approaches are not compatible from the patient's point of view. Therefore, exchange between health care providers and treatment approaches may be a further environmental factor which has to be taken into account. Overall, from the patients' perspective, contextual factors appear to significantly influence activity limitations and participation restrictions after inpatient psychosomatic rehabilitation.
Limitations regarding the representativeness of the sampling must be considered. The response rate was quite low, and it is important to note that the respondents participated voluntarily and the statements might be influenced by 
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A qualitative investigation of barriers and facilitators of rehabilitation success self-selection. Through our purposive sampling strategy, we targeted the inclusion of heterogeneous rehabilitants. Nevertheless, we recruited only three patients with an unfavorable course, even though these patients may have deeper insights into barriers for recovery. Additionally, patients did not know the research group and the focus group moderators beforehand. A trustful environment is necessary to conduct focus groups. These may have turned out differently if prior therapists had acted as moderators. Nonetheless, the atmosphere was confidential, and the moderators saw patients as experts whose views provide important insights into the experience of barriers and facilitators. The neutral role of the moderators may also have facilitated the openness of the patients. In our qualitative analysis, the coding has been conducted by one of the authors (ALB) and was discussed in the authors' group.
Finally, the statements of the patients reflect their subjective perspective. The perspectives of relatives as well as therapists may complete the potential risks and resources.
Our study aimed at generating hypotheses. Further studies are needed to investigate whether the identified aspects empirically act as predictors for treatment outcome.
Conclusion
These results show that there might be many more factors that possibly influence the course of functioning and disability after discharge than what has come under investigation. Hence, our focus on contextual factors includes environmental and personal factors, as these can act as facilitators and barriers to functioning and health. These patient-specific set of contextual risk factors may also suggest a specific need for support. The need for treatment with a special focus on the promotion of activation and participation in daily life should be identified subsequent to or at the start of an inpatient psychosomatic treatment to attune the therapy to these specific needs.
